Whistle for your wind Dyspnoea on exertion is the main complaint of patients with chronic obstructive airways disease. Any improvement in their breathlessness and exercise tolerance would substantially improve their quality of life.' Attempts have been made with both drugs and oxygen, but the former have only a partial effect and the benefits of long term domiciliary oxygen are restricted to those with severe hypoxaemia. Short bursts of oxygen during and after exercise give only transient relief.2-Exercise training has been studied in the hope of providing a better and more prolonged improvement. It develops cardiopulmonary endurance in normal people, but the improvement is reversed by inactivity-and particularly quickly during bed rest. 6 In a similar way the inability of patients with chronic obstructive airways disease to exercise because of dyspnoea leads to a decline in haemodynamic efficiency and a progressive deterioration in their exercise tolerance. In severe disease even minimal effort increases the demand on the respiratory muscles to the point of maximum ventilatory ability, so imposing a severe brake on exercise performance.
Physical training and specific training of the respiratory muscles were first investigated some 15 years ago, when the changes in exercise tolerance and cardiopulmonary haemodynamics were assessed. Despite some favourable findings training of this kind is rarely used in Britain.' Now, however, the publication in a leading American journal of an article describing increased exercise performance in patients with chronic obstructive airways disease after training with a new resistance "whistle" has led to a marketing campaign for the product and renewed interest in the whole topic of exercise In skilled hands two dimensional echocardiography can allow differentiation of left ventricular aneurysm from diffuse left ventricular dilatation7"1 and also detect mural thrombi." False left ventricular aneurysm (rupture of the left ventricular wall, the haematoma being contained by the adherent pericardium and extracardiac structures) has a poor prognosis for the defect often ruptures completely.'3 The important differentiation between true and false aneurysms is aided by two dimensional echocardiography: true left ventricular aneurysms have a wide mouth while false aneurysms often extend behind the intact left ventricular wall and have a narrow neck. '4 Non-invasive radionuclide techniques provide another range of methods for accurate screening for left ventricular
